The objectives of the National Survey of American Life (NSAL) are to investigate the nature, severity, and impairment of mental disorders among national samples of the black and non-Hispanic white (n = 1,006) populations in the US. Special emphasis in the study is given to the nature of race and ethnicity within the black population by selecting and interviewing national samples of African-American (N = 3,570), and Afro-Caribbean (N = 1,623) immigrant and second and older generation populations. National multi-stage probability methods were used in generating the samples and race/ethnic matching of interviewers and respondents were used in the largely face-to-face interview, which lasted on average 2 hours and 20 minutes. The Diagnostic and Statistical Manual (DSM) IV World Mental Health Composite Interview (WHO-CIDI) was used to assess a wide range of serious mental disorders, potential risk and resilience factors, and help seeking and service use patterns. This paper provides an overview of the design of the NSAL, sample selection procedures, recruitment and training of the national interviewing team, and some of the special problems faced in interviewing ethnically and racially diverse national samples. Unique features of sample design, including special screening and listing procedures, interviewer training and supervision, and response rate outcomes are described.
Introduction
The National Survey of American Life (NSAL) is the most comprehensive and detailed study of mental disorders and the mental health of Americans of African descent ever completed. The purpose of this paper is to describe the conceptualization and approach used in the NSAL. The study was conducted by the Program for Research on Black Americans (PRBA) within the Institute for Social Research at the University of Michigan. The NSAL is an innovative study designed to explore intra-and inter-group racial and ethnic differences in mental disorders, psychological distress and informal and formal service use, as they are manifested in the context of a variety of stressors, risk and resilient factors, and coping resources, among national adult and adolescent samples. The samples include AfricanAmericans (N = 3,570), the first ever national probability study of blacks of immediate Caribbean descent (Afro-Caribbeans) (N = 1,623), nonHispanic whites (Americans largely of European descent) (N = 1,006), 1 and Afro-Caribbean and African-American adolescents, aged 13 to 17 (N = 1,200) . Most of the interviews were conducted faceto-face using a computer-assisted instrument. About 14% were conducted either entirely or partially by telephone. Data collection was completed between February 2001 and March 2003. In addition to diagnoses as defined by the Diagnostic and Statistical Manual-IV (DSM-IV) (American Psychiatric Association, 1994) , International Statistical Classification of Diseases and Related Health Problems (ICD-10), and the World Mental Health Composite International Diagnostic Interview (WHO-CIDI) (Kessler, Berglund, Demler, Jin, Koretz, Merikangas, Rush, Walters, and Wang, 2003) , the study also included detailed measures of health; social conditions; stressors; distress; subjective, observational and objective neighbourhood conditions; and social and psychological protective and risk factors. Many of these measures are similar to those used in the National Survey of Black Americans (NSBA) in 1979-80, facilitating comparisons in the continuities and discontinuities of the life situations of African-Americans after a generation of social and economic changes (Jackson, 1991) .
Supplementary interviews conducted with 1,200 African-American and Caribbean black adolescents, 13 to 17 years of age, who were attached to the NSAL adult households permit an assessment of early onset conditions and the role of familial influences as risk and protective factors. In addition, over 10% (N = 677) of the NSAL adult respondents were re-interviewed using a modified version of the Structured Clinical Interview for DSM-IV (SCID) (Jackson, Neighbors, Nesse, Tr ierweiler, To rres, 2004; Spitzer, Williams, Gibbon and First, 1992) and various severity scales in order to examine concordance between the lay-administered DSM-IV World Mental Health CIDI (WMH-CIDI) diagnoses and those assessed via the SCID. Results from this study will shed light on the nature of CIDI diagnoses among members of different race/ethnic groups.
Background and conceptualization
In 1976, the National Institute of Mental Health, by supporting the NSBA, recognized the importance of obtaining nationally representative data on mental health and mental illness among African-Americans. This decision was based on the relative social and economic deprivation of black compared to white Americans and the assumption that these socioeconomic differences should influence the distribution of psychopathology among American adults (Jackson, 1991) . Recent data reveal that the decline in the economic status of blacks relative to whites during the 1980s resulted in a widening gap in health, driven in part by an absolute decline in some health status indicators among the African-American population (Williams and Collins, 1995) . More recent data suggest that this trend has continued into the new century (Jackson, 2000; IOM, 2002) .
Psychiatric epidemiologists have long argued that the stress associated with disadvantaged status and discrimination increases the vulnerability of AfricanAmericans to mental disorders (Kleiner, Tu ckman and Lavell, 1960; Fischer, 1969; Kramer, Rosen and Willis, 1973; Cannon and Locke, 1977; Mirowsky and Ross, 1980) . African-Americans are disadvantaged compared to whites on most subjective indicators of quality of life. Blacks report lower levels of life satisfaction, happiness, marital happiness, and higher levels of anomie and mistrust than whites (Hughes and Demo, 1989) . There has been no significant improvement in these quality of life indicators for African-Americans between 1972 and 1996 (Hughes and Thomas, 1998) . These racial disparities in the quality of life cannot be explained completely by differences in socioeconomic status.
The overall mental health picture, however, is more complex than the quality of life data might suggest. For example, there are no black-white differences in self-esteem (Porter and Washington, 1979; Tw enge and Crocker, 2002; Jackson, Williams and To rres, 2003) . Some studies of psychological distress have revealed significantly higher prevalence and severity of symptoms among blacks compared to whites whereas others have found the opposite, and some studies have found no racial differences (Dohrenwend and Dohrenwend, 1969; Vega and Rumbaut, 1991) . Higher rates of distress for blacks compared to whites appear to be accounted for, at least partially, by differences in socio-economic status (SES) (Neighbors, 1984; Vega and Rumbaut, 1991) .
With the exceptions of schizophrenia and phobias, the Epidemiologic Catchment Area Study (ECA) found roughly comparable rates of mental disorders for blacks and whites (Robins and Regier, 1991) . The 1990 National Comorbidity Survey (NCS) found that rates of disorders for African-Americans were consistently below those of whites, particularly for major depression and substance-abuse disorders (Blazer, Kessler, McGonagle, and Swartz, 1994; Kessler, McGonagle, Zhao, Nelson, Hughes, Eshleman, Wittchen and Kendler, 1994) . Findings from both the ECA and NCS suggest that rates of serious mental disorders of African-Americans are at least comparable to, and perhaps lower than those of white Americansand certainly in many respects better than might be expected based on the possible influences of discrimination and other unique stressors associated with racial group status (Neighbors and Williams, 2001; Williams, Neighbors and Jackson, 2003) . The overall picture of race differences on psychiatric morbidity, however, is far from simple. Although blacks and whites did not differ in the overall rates of major depression in the ECA, there are complex interactions among age, race and gender (Somerwell, Weissman, Glazer, Bruce, 1989; Robins and Regier, 1991) . For example, African-American men and women, aged 18 to 29, had higher 12-month rates of major depression than their white counterparts. From the age of 30 and older, however, black American men and women had markedly lower 12-month rates of major depression than whites.
One of the major research thrusts of the Program for Research on Black Americans (PRBA) has been the investigation of socioeconomic and sociocultural influences on mental health. Despite the importance of estimating the relative effects of race and SES on psychiatric morbidity, it is not fully understood how race and SES interact to produce observed patterns of psychological well-being and distress, and serious mental disorder (Dohrenwend, Levav, Shrout, Schwartz, Naveh, Link, Skodel, and Stueve, 1992; Williams, Lavizzo-Mourey and Warren, 1994; Neighbors and Williams, 2001 ). In addition, a better understanding is needed of how life conditions for blacks in America, with associated stressors and coping strategies, relate to specific occurrences of mental disorders (USDHHS, 2001) .
Current interest in racial and ethnic health disparities underlines the critical importance of addressing the extent to which minority status increases risk for health and mental health problems (Aneshensel, 1992; Williams and Fenton, 1994 ). An emerging area of research is the contribution of race-related stressors to the mental health of ethnic minority populations. Stressors that may be unique to, or more prevalent among, African-Americans have not been incorporated into the assessment of stress (Pearlin, 1989; Essed, 1991; Feagin, 1991; McLean and Link, 1994) . Several studies indicate that racial discrimination adversely affects the emotional wellbeing and physical health of African-Americans and other ethnic groups (Harrell, Merritt and Kalu, 1998; Clark, Anderson, Clark and Williams, 1999; Krieger, 1999; Williams and Williams-Morris, 2000; Williams, Neighbors and Jackson, 2003) . Other evidence supports the view that experiences of unfair treatment may have negative consequences for health, irrespective of race or ethnicity (Harburg, Erfurt, Huenstein, Chape, Schull and Schork, 1973; Williams, Yu, Jackson and Anderson, 1997; Kessler, Mikelson and Williams, 1999) . Using the NSAL data, the types and amounts of racial and non-racial factors that affect the differential distribution of mental disorders within race and ethnic groups can be identified, leading to possible explications of how race and ethnic group memberships combine with different types of stressors to affect mental health.
Recent reports by the Surgeon General (USDHHS, 2001), the Institute of Medicine (Smedley, Stith, and Nelson, 2002) , and the President's New Freedom Commission on Mental Health (Hogan, 2003) make it clear that substantial racial and ethnic disparities in access to mental health care exist. More importantly, the ECA and the NCS revealed that the level of unmet need for mental health care was substantially higher for African-Americans and Hispanics/Latinos than it was for white Americans (Snowden, 2001) . A number of reasons have been put forth in the services literature (stigma, mistrust, fear, discrimination, and so forth) but it is disappointing that so few epidemiological studies of racial differences in help-seeking have been published since the mid-1980s. The general services literature is deficient in the number of community epidemiological surveys that actually address racial and ethnic differences in the use of services for discrete disorders. There is increasing interest in updating and collecting new data on racial disparities in access to the use of mental health services for mental disorders, heightened by the recent Surgeon General's supplement report (Susman, Robins and Earls, 1987; Cooper-Patrick, Gallo, Powe, Steinwachs, Eaton and Ford, 1999; USDHHS, 2001) .
Diversity among ethnic populations
Studies of multiple racial and ethnic groups (for example, African-Americans and Mexican Americans) reveal that they are as likely to differ from each other as they are to differ from white Americans (for example, Robins and Regier, 1991; Williams and Harris-Reid, 1999; Neighbors, 2001; Borrell, Lynch, Neighbors, Burt and Gillespie, 2002; Neighbors and Ford, 2003) .
Although there are important commonalities in the black experience, there is also considerable ethnic variation within the black population. Blacks from the Caribbean constitute the largest subgroup of black immigrants in the US Schmidley and Gordon, 1999) . Data from the 1990 US census indicate that almost one million persons were of English-speaking West Indian ancestry and an additional 300,000 were of Haitian ancestry. A recent census report estimated that 6% of the black population is foreign born and that at least 10% of the black population is of foreign parentage (Schmidley and Gordon, 1999) . These rates are not trivial and may be underestimates. The population of West Indian ancestry alone may constitute at least 10% of the black population in the US (Hill, 1983) . Importantly, these numbers are larger than those of some other population subgroups (for example, Pacific Islanders) that are the focus of data collection by federal government agencies (Williams and Jackson, 2000) . Previous studies of black mental health have not addressed the mental health consequences of this within-group ethnic variation. Studies in the UK have consistently documented elevated rates over those in the general population of schizophrenia in first-and second-generation Caribbean immigrants (Harrison, Owens, Holton, Neilson and Boot, 1988; King, Coker, Leavey, Hoare and Johnson-Sabine, 1994; Van Os, Ta kei, Castle, Wessely, Der, MacDonald and Murray, 1996) . In a similar vein, Caribbean immigrants in the Netherlands have rates of schizophrenia that are three to four times that of the Dutch-born population (Selten, Slaets and Kahn, 1997). There is reason to believe that this elevated risk of psychiatric morbidity exists for other disorders. For example, the England Whitehall Study found that Afro-Caribbean civil servants did not have higher rates of psychological distress than their white counterparts (Hemingway, Whitty, Shipley, Stansfeld, Brunner, Fuhrer and Marmot, 2001 ). On the other hand, survey data from the UK reveal that AfroCaribbeans have elevated rates of mania over other groups in the general population (Van Os et al., 1996) .
Unique features of the NSAL
Several aspects of the NSAL are different from prior epidemiological studies. First, the study includes a large, nationally representative sample of AfricanAmericans, permitting an examination of the heterogeneity of experience across groups within this segment of the black American population. Most prior research on black American mental health has lacked adequate sample sizes to systematically address this within-race variation. The size of the AfricanAmerican sample will facilitate comparative empirical analyses never before possible, even in the NSBA. Second, the NSAL includes the first nationally representative sample of Caribbean blacks. As a result, the data from this project permit the identification of mental health differences among various important demographic groups often lumped together within the black American population. These types of analyses are critical due to changing immigration patterns (for example, from Africa and the Caribbean); diverging socio-economic status conditions (for example, between American blacks of African descent and those from the Caribbean); and the many other major changes in living patterns and conditions, family structure, and social circumstances that have occurred within the black population over the last 25 years (Farley, 1996) . Third, we have included multiple, theoretically driven assessments of socio-economic status (Krieger, Williams and Moss, 1997) . Even when racial differences are 'explained' by statistical adjustment for SES, the nature of SES differences across groups makes the interpretation of such findings difficult (Kaufman, Cooper and McGee, 1997) . Fourth, the current study successfully employed novel geographical screening procedures developed in the NSBA (Jackson, 1991) . Specifically, the screening methods assured that every African-American household in the continental US had a known, non-zero probability of selection, thus permitting first-time estimates of the influence of nonrandom, missing household members on sampling outcomes and mental disorder prevalence rates (Jackson, Tu cker and Bowman, 1982; Hess, 1985) . In addition, new methods were developed in an attempt to ascertain the methodological and substantive influences of structurally missing members of black households (for example, young men in prisons and lockups) on sampling and mental disorder estimates. (See Jackson et al, this issue, for a detailed description.)
Fifth, the NSAL assesses the presence of mental disorders as well as levels of impairment associated with these disorders, thereby addressing a major limitation of data gathered in previous national mental health surveys. Lastly, all respondents (including whites) were selected from the targeted geographic segments in proportion to the African-American and AfroCaribbean population, making this the first national sample of people of different race and ethnic groups who live in the same contexts and geographical areas as blacks are distributed (both high and low density, urban and rural, inner-city and suburban, and so forth). Since the NSAL white sample is distributed like the black population, questions such as neighbourhood characteristics, service use, risk and protective factors will make for important and novel comparisons not possible with prior or current studies.
Method

Sample design, selection and readjustments
The original target sample for the adult study was an integrated national household probability sample of 4,000 African-Americans, 1,800 non-Hispanic whites, and 1,000 blacks of Caribbean descent (AfroCaribbeans), for a total sample of 6,800 individuals aged 18 and over. Sample sizes were selected based upon the best available prevalence estimates for these populations (especially the African-American and white populations) and power calculations for detecting differences among them at 0.05 probability levels or better. The African-American sample served as the primary core sampling base for the entire study. (See Heeringa, Wagner, To rres, Duan, Adams and Berglund, this issue for a detailed presentation on the NSAL sample.)
During the course of data collection the sample design was changed. Preliminary examinations of the data suggested that the size of the differences among the three samples was almost twice as large as originally projected, especially among African-Americans and black Caribbeans (Heeringa et al., this issue) . Thus, the projected size was decreased in the white sample and increased in the Caribbean sample in order to maximize the examination of potential sources of these differences among the black populations. No loss in power in comparisons among the population samples has been found. In fact, recent power calculations support the decision to reduce the white sample and increase the Afro-Caribbean sample. For example, with the current sample, differences of 2% in disorder rates would be detectable with power of 0.74. If the Afro-Caribbean sample had remained at 1,000, as originally proposed, rather than the current 1,600, the power of a test with a 2% difference would be only 0.59. Because the differences observed between African-American and Afro-Caribbean groups are at least on this order of magnitude for most of the major lifetime disorders, we are confident that much will be gained and little lost in having adjusted the sample sizes. This decision was made because the study of mental disorders among Afro-Caribbeans is unique to this project; white samples have been studied in the past and are being currently examined on a much larger scale in the NCS-R (Kessler et al,, 2003 ) using a similar methodology to that employed in the NSAL.
Institutionalization effects on sample and prison pilot study
People who reside outside of a household (in prison/jail, the military, homeless, and so forth) are by definition not part of household probability samples. It was vital to consider the potential biases introduced in national estimates of psychopathology, service use, and risk and protective factors by excluding these individuals, but it was beyond the scope and budget of the NSAL to obtain interviews with institutionalized populations, homeless, and persons in the military. In a companion paper (Jackson et al., this issue) a methodological approach for estimating potential biases of disproportionate institutionalization among black populations and examining the potential effects of incarceration status is presented. In general, we found that individuals are willing to provide information on relatives away from home. Thus, it will be possible to estimate potential individuals lost to particular household listings.
Interviewer recruitment and training
Race matching of interviewer and respondents, and the use of community based interviewers were important methodological objectives so the NSAL required an unusually large number of new interviewers (Jackson, 1991) . As described in greater detail (Pennell, Bowers, Carr, Chardoul, Cheung, Dinkelman, Gebler, Hansen, Pennell and To rres, this issue), very few African-Americans were in the existing pool of trained Survey Research Center (SRC) 2 interviewers. As in the National Survey of Black Americans (NSBA), and for all subsequent NSBA data collections, extensive and creative strategies for recruitment of local, indigenous black interviewers were developed. This was important in order to address possible variations in interview quality due to social class, geographical, and cultural differences. These strategies included recruiting retired teachers and other community professionals, and posting flyers in black neighbourhoods in places frequented by potential interviewers, such as barbershops, hair salons, community centres and churches. No other study conducted by SRC required hiring such a large number of black interviewers. The low unemployment rate in 2000 contributed to the additional time and effort needed in the process of obtaining the number of interviewers required to conduct this complex study.
Four interviewer training sessions were conducted over the course of 14 months. More than 300 interviewers were hired and trained. Based on the experience gained through NSBA (Jackson, 1991) , standard interviewer training sessions were adjusted to make them more culturally sensitive and new strategies were developed for effectively training a majority of black interviewers (Hastings et al., in press ). One of the most important changes made at the second and subsequent training sessions was the inclusion of as many African-American study staff as possible. African-American post-doctoral fellows and advanced graduate students affiliated with PRBA were instructed in administering the NSAL survey instrument and participated actively in training sessions.
Questionnaire design and programming
The NSAL instrument consists of two primary sections: the mental disorders questions developed in collaboration with NIMH investigators and the NCS-R study staff at Harvard and the study-specific questions developed by NSAL researchers. The mental disorders sections used for NSAL and NCS-R are slightly modified versions of those developed for the World Mental Health project initiated in 2000 (WHO World Mental Health Survey Consortium, 2004) and described in the first paper of this issue (Pennell et al., in press ). Although assessments of reliability and validity have not been completed, prior work on the WHO-CIDI (Wittchen, 1994) , largely in clinical and small research studies, has supported its reliability and validity. More work is needed on reliability and validity of the current version of the WHO-CIDI, especially in large epidemiological studies like the NSAL (Wittchen, 1994) . Blaise was the computer assisted personal interviewing (CAPI) software used to program the questionnaire. It permitted complex manipulations and calculations necessary for the mental disorder sections and much of the instrument could be delivered to SRC programmers already formatted for Blaise based upon the WMH surveys in the field at that time.
Development of the study-specific section for the adult instrument began 4 months prior to the official start of the project. Four work groups were formed by topic area. Approximately 10 researchers and several post-doctoral fellows participated in each group, according to their areas of expertise and interest. In addition, external researchers having expertise in the core mental health areas were consulted. Some of these researchers were pioneers in the collection, analysis and interpretation of these types of data and their extensive input to the instrument content was invaluable (for, Robins, Eaton and Schwab-Stone). Many of the questions were taken from the 1979-80 NSBA and the NSBA panel questionnaires (1987, 1992 and 1994) , which were designed to be culturally sensitive and responsive to the nature of mental health issues within the black population. Much of the reliability and validity of scales and measures in these sections were based upon work over the last 25 years (Caldwell, Jackson Tu cker and Bowman, 1999) , and the use of fairly standardized measures (Jackson, 1991) .
Core and non-core sections for the two studies were determined in the early stages of the project. Most of the risk and protective items and the demographic questions were constructed in a similar manner across studies. In addition, there was close consultation with the National Latino and Asian-American Study (NLAAS) investigators, Alegria and Ta keuchi, in developing similar measures of psychopathology, environmental context, risk and protective and socio-demographic questions. Ta ble 1 presents the areas of focus in the questionnaire, number of items in each area, and the timing in average minutes and seconds in each area and for the overall NSAL instrument.
The final African-American interviews averaged 2 hours and 20 minutes in length and Caribbean adult interviews averaged 2 hours and 43 minutes (see Ta ble 1). The interviews administered to white respondents were shorter, 1 hour and 43 minutes, because some of the contextual, study-specific questions were not appropriate for whites and questions about some of the disorders were not administered to this sample (for example, substance abuse), because data would be available on a larger sample of whites through the NCS-R. When necessary, the interview was taken in more than one session to avoid fatigue and deterioration in quality of responses. When the interview was completed, respondents were compensated with $50 for their time and cooperation. As has been found in prior surveys (Caldwell et al., 1999) , the logistics of providing an incentive to a heavily urban and often poor sample was difficult. For many respondents mailed checks were not viewed as an incentive. In many geographical areas, interviewers paid respondents in cash immediately after the completion of their sessions.
Household screening and field experiences
One of the more unique demands of this study was the need to develop clear household screening procedures for each of the three study sample groups. Most large population based, studies encounter very few households that do not meet criteria for study eligibility. African-American and Afro-Caribbean households are relatively 'rare' in their national distributions -on average, for every 3.5 households screened, one household was found to be eligible for the study. Adding even more complexity -so each of the selected segment types (African-American and Caribbean) had slightly different procedures and coversheets. Each interviewer completed a household listing of all persons living in the household and determined eligibility for each member based on their ability to speak English, their age, race, and Hispanic and Caribbean ancestry. Since self-identifying their race as being black was necessary for both the African-American and Caribbean samples, each interviewer was supplied with a laminated card with the five Census 2000 race categories to show the household informant if they answered 'mixed' or 'other race' or refused to give race information. Only one eligible adult was selected from each household using random selection procedures utilized by the SRC for over 50 years (Kish, 1965 A challenge of the Caribbean component of the NSAL was not only in determining which countries were to be considered Caribbean for the purposes of the study but, more importantly, ensuring that persons from those countries would also self-identify as being of Caribbean descent. The interviewers were provided with a list of countries the study staff considered as being Caribbean. If the household informant responded in the negative to the coversheet question 'Are you of West Indian or Caribbean descent?' and yet said they were from one of the countries on the list, the interviewer was instructed to consider this a positive response and inform the selected respondent that he or she was considered as being Caribbean for the purposes of the study.
The difficulties in interviewing a large and complex national sample of respondents extended the data collection field period to over 2 years. As expected with disproportionately geographically distributed targeted population surveys, we encountered and responded to unique challenges once the fieldwork began. Some of these challenges were:
•r ace matching required hiring and training more interviewers than usual for a national study; •a larger proportion of high-crime neighbourhoods than in general population national surveys necessitated the hiring of escorts; •a higher proportion of primarily rural areas in the sample increased travel time; •t he Caribbean sample had high refusal rates, especially after 11 September (a significant proportion of the total Caribbean sample was located in the New York and New Jersey areas), due partly to fears and suspicions concerning questions about possible immigration status; and •e ven though an excellent team of interviewers was eventually hired, they had a higher number of unexpected personal problems than anticipated, such as deaths of close family members and other personal problems, which occur disproportionately more among at-risk, race and ethnic groups, such as African-Americans.
These factors directly contributed to time spent on both screening and interviewing being higher than anticipated and originally budgeted. Based upon our prior experiences with national studies of largely urban populations, 8 hours (twice the average number of hours in national surveys) per completed interview were originally budgeted; the actual time was 22.5 hours per completed interview. Soon after data collection began, SRC and study staff worked together to implement the following strategies to address these challenges:
•S tudy aides were hired to screen households and make tentative appointments. This reduced screening costs and made the interviewers more effective in conducting interviews. •T he best interviewers travelled to areas where they were needed most.
•P ress releases were issued to a large number of local black and Caribbean newspapers and radio stations in cities with the highest refusal rates.
•I nvestigators spoke on talk shows (especially in New York and New Jersey) about the study to increase respondent participation.
•T he use of telephone interviews by especially effective interviewers was authorized in areas where there were no interviewers to conduct in-person interviews, where travel time to the household was high, when in-person attempts had proved difficult, or to complete partial interviews; •S ome members of the NSAL study staff joined the field team to assist in screening and study recruitment. This was an important element in the success of the NSAL fieldwork because the staff brought an energy and enthusiasm to the tasks that had flagged over the long and arduous 2-year field period.
Despite the challenges of obtaining samples that are distributed disproportionately within urban areas where response rates have been historically low, and mounting the first study of a large national sample of Afro-Caribbeans, the final overall response rate of 72.3% was excellent. Response rates varied by race/ethnic group (see Ta ble 2). The final samples (see Ta ble 2) of African-Americans (N = 3,570), Caribbean (N = 1,623) and non-Hispanic white (N = 1,006) are representative of their respective populations and reflect national distributions on major socio-demographic variables such as education, income, gender, region, urbanicity, marital status, and a large number of other factors representing the broad spectrum of different individual backgrounds and experiences.
Conclusions
The National Survey of American Life is the largest, most in-depth investigation of serious mental disorders and mental health ever conducted on a national household sample of the black American population. The study provides an opportunity to analyse data from a larger and more representative sample of blacks (both African American and Afro-Caribbean) than in any previous national, psychiatric epidemiological community study, permitting a systematic description and evaluation of the heterogeneity within the black population. The NSAL included multiple measures of mental disorders and mental health, which will clarify a number of unresolved issues about racial disparities in psychological health that have not been possible in previous studies. This project is directed by a multidisciplinary (psychiatry, psychology, social work, sociology, public health, biostatistics) team of multi-ethnic researchers representing all the core mental-health disciplines, and a distinguished group of scientific advisors with extensive experience in important past and current large studies, and linkages to other university and national resources in the measurement of psychopathology and survey research methods. A major scientific contribution of the NSAL will be the development of more appropriate models of racial and ethnic minority mental health. These empirically derived models will result in a better understanding of the nature of racial and ethnic differences in the distribution of serious mental disorders. For example, differential immigration experiences among AfroCaribbeans will contribute to understanding the mental health implications of racial/ethnic identity and acculturation strategies. Second, we will be able to gain a better understanding of the reasons for racial and ethnic differences in the use of services, both formal and informal, contributing to the development of policies to address race-based barriers to treatment. Moreover, the analyses of service use will permit an inspection of the reasons why black Americans (African-American and Afro-Caribbean) meeting criteria for mental disorders remain less likely than white Americans to access the specialty mental health care sector. This is particularly important given the recent report of the Surgeon General, which recommended the need to increase the use of mental health services by African Americans and other ethnic groups (USDHHS, 2001) . Findings from the NSAL will help to develop culturally grounded strategies for increasing access to services among the underserved.
The scientific aim of exploring the nature of psychopathology within heterogeneous national samples of the black population remains an important but unfinished national priority. It has not been possible to make meaningful comparisons among important population groups because of limitations in prior studies. Careful analyses of the NSAL data will reveal the nature of a broad array of prevalence rates for most DSM IV mental disorders, the nature of impairments associated with these disorders, help-seeking patterns, and socio-cultural correlates, of a depth and extensiveness not previously available. The NSAL will make an important contribution to the scientific understanding of mental disorders, mental health, coping and help-seeking in the heterogeneous American black population. Finally, the NSAL is a powerful vehicle for attracting and training a new generation of health researchers interested in racial and ethnic differences in mental health and mental disorders. 
